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{000} Initial Comments l {00}

| Repaort by Suzanna Fay !
DHSR Consfruction Section conducted a Blennial
| Follow-up Survay on July 8, 2015 from 10:02 AWM
| to 10:25 AM at the above referenced facility. Mot
| all of the previcusly cited deficiencies were
corrected. Therefore, further action is required.

i The remaining deficiencies are as follows:

{C 174} Building Equipment Maintained Safe, Operating | {C 174}

SECTICN 0300 - THE BUILDING _!
104 MCAC 136G 0317 BUILDING SERVICE |
EQUIPMENT ;
(8) The building and all fire safely, alacirical,
mechanical, and plumbing equipment in a family
care home shall be maintained in a safe and

| operating condition,
{j} This Rule shall apply fo new and existing

| family care homeas.

| This Rule is not met as evidenced by:
1. In the kitchen range hood, the filler is missing
Locate or abtain & filter and install it in the range
hood, Proof of complated work must ba provided
by way of receipts, invoices, photographs, ate.
Forgard proof of complated work with you plan of
corractian, i

| the grease filter was not installed. Per interview

| with Staff, the fan is not working properly and the
filter will mot stay in place,. The fan is blowing
debris onto the stove, Have a qualified technician
repair or replace the fan and provide a grease
filter, Provide documentation of the repairs

| through photos or coples of receipts or work

| orders,

TI8ME: SF-Althe lime of the Follow-up Survey, . Q
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| SECTION .0300 - THE BUILDING
10ANCAC 136G .0318 OUTSIDE PREMISES
(&) The outside grounds of new and exisfing
family care hormes shall be maintained in & clean
| and =afe conditicn.
Thiz Rule iz not met as evidenced by:
1. On the right zide of the front porch, thera s a
section of soffit missing above the entry ramp.
| Have the missing seclion of soffit replaced. Proof
of completed wark must be provided by way of
receipts, invoices, photographs, efc. Forward
proaf of completed wark with you plan of
| corractian,

| TIH16: SF-Al the lime of this survey, the missing
sechion of soffit was laying on the porch,
Observations revealed that the fascia trim was
completely rotted off and there was no longer an
attachment for the soffit panel or for the guiter
which was loose. Have a qualified person
raplace the damaged fascia frim and reattach the
| soffit panel and the gutter. Provide
documentation of the repairs through photos or
copies of recelpls or work orders.
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